Exploring the use of community health workers in community-based health improvement interventions in the Caribbean by Mangus, Meg

ABSTRACT 
 Achieving universal health coverage is the vision of world leaders in global and public 
health and a central element of planning for global human development currently underway by 
the United Nations. In the face of a growing deficit in the global health workforce, world leaders 
are turning their attention to developing a global strategy to ensure a health workforce prepared 
to meet the vast health needs of global populations. Community health workers are a cadre of 
health service providers that have gained renewed interest as a potentially important approach to 
improving access and coverage of public health and primary care services, specifically in 
resource poor areas where the shortage of skilled health professionals is most severe. Many 
countries in the Caribbean region are classified as low- to middle-income with major challenges 
in providing adequate access to and coverage of primary and preventative health services. A 
systematic search of the evidence related to the approach of using CHWs for health improvement 
interventions in the Caribbean region was conducted. Studies were selected for inclusion in this 
review based on the following criteria: 1) utilized CHWs in health improvement interventions in 
the Caribbean region; 2) interventions delivered by CHWs intended to promote health, manage 
illness, or provide support for health behaviors, 3) included a description sufficient to understand 
the role of the CHW in the intervention; and 4) provided information on the outcome or 
evaluation of the intervention (qualitative and/or quantitative). Evidence was analyzed to assess 
the feasibility and effectiveness of using CHWs in the Caribbean and to determine whether this 
approach should be considered in the strategy to meet the needs for human resources for health 
(HRH) in the Caribbean. The approach of using CHWs in community-based health improvement 
interventions in the Caribbean was found to have promising potential. The available evidence 
supports the feasibility and effectiveness of the use of CHWs to deliver public health and 
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primary care services that target a number of different health problems in a variety of community 
settings in Caribbean countries. However, in order to draw clear conclusions about the 
effectiveness of CHWs in comparison to other approaches and to make recommendations for 
best practices in the Caribbean, more research is necessary. Given the encouraging preliminary 
evidence, stakeholders with an interest in improving health outcomes in the Caribbean region 
should consider further research on this approach as a part of the overall strategy to build the 
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The current and growing global shortage in human resources for health (HRH) is a major 
challenge facing public health in the effort to achieve the vision of universal access and coverage 
of health services worldwide. Universal health coverage (UHC) is the vision of world leaders 
through which all people receive the full spectrum of essential, quality health services including 
health promotion, prevention, treatment, rehabilitation, and palliative care without the risk of 
financial hardship when paying for them (World Health Organization [WHO], 2014a). Unless 
advances are made in ameliorating the health workforce deficit, countries at all socioeconomic 
levels will experience the impact of inadequate resources for the delivery of these essential 
health services sufficient to meet the needs of the people. Therefore, planning is in progress to 
develop a global strategy to close the gap in HRH with measures that will support countries in 
their efforts to recruit, train, deploy and retain a health workforce prepared to address the priority 
health needs of each unique population (Global Health Workforce Alliance [GHWA], 2014a, 
2014b). As the health burden of communicable diseases such as HIV/AIDS, tuberculosis and 
malaria, and health inequities associated with the social determinants of health persists in low- 
and middle-income countries (LMIC), the shortage of HRH is likely to have the most severe 
impact on the most vulnerable populations throughout the world (GHWA, 2013a). 
 In this context, over the last decade the cadre of community health workers (CHWs) as an 
essential provider of community-based health improvement interventions in resource poor areas 
has gained renewed interest as a potentially significant contributor to reducing the shortage of 
HRH and achieving universal health coverage (Lehmann & Sanders, 2007; Lewin et al., 2006; 
Perry & Zulliger, 2012). Although this is not a new concept, the growing body of evidence in 
support of this approach is promising, especially in developing countries. Many of the countries 
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in the Caribbean are LMIC facing major challenges to providing health services for their 
populations. Thus, the potential for this approach to contribute to health improvement efforts and 
to build the capacity of HRH in that region should be explored. The purpose of this paper is to 
investigate the feasibility and effectiveness of utilizing CHWs to deliver community-based 
health improvement interventions in the Caribbean. In addition, this paper will analyze the 
available evidence to determine whether programs utilizing CHWs should be considered as part 




Human Resources for Health: A Shared Global Priority 
Since the turn of the century,  much attention has been given to improving the health of 
populations on a global scale with particular emphasis on improving health systems, closing the 
gap in health equity for the most vulnerable, and developing a health workforce capable of 
meeting the vast health needs of populations globally (WHO, 2000, 2006). The Millennium 
Developmental Goals (MDG), endorsed by the United Nations in 2000, provided a common set 
of specific objectives agreed upon by all of the world’s countries and supported by the world’s 
leading development institutions (United Nations, n.d.). In an effort to address not only specific 
health problems but also the social determinants of health, the eight MDGs encompass some of 
the world’s most important health problems, such as HIV/AIDS and maternal and child 
mortality, in addition to the social determinants that contribute to these problems including 
poverty, lack of education and gender inequality. The MDGs have catalyzed unprecedented 
intersectoral collaboration at local, regional and national levels across sectors including 
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governmental agencies, private businesses and community- and faith-based organizations to 
improve the conditions in which people live throughout the world (United Nations, n.d.). 
As the end of the time period set to achieve the MDGs rapidly approaches, planning is 
well underway for the post-2015 human development agenda that builds upon the improvements 
toward these eight goals. Central to the planning process is the ambitious goal of establishing 
universal health coverage and universal access to health services globally (GHWA, 2014b; 
WHO, 2013). As outlined by WHO achieving UHC relies on the presence of several elements 
including: 1) a strong, efficient, well-run health system, 2) a system of financing health services 
that enables people to afford needed services without the risk of financial hardship, 3) 
availability of medications and technologies essential to diagnosis and treatment of medical 
problems, 4) a sufficiently well-trained and motivated health workforce to provide needed health 
services, and 5) actions to address the social determinants of health (WHO, n.d.). Additionally, 
WHO defines essential health services as services that should be available for all who need them 
for the prevention of disease and illness, health promotion, treatment of health conditions, 
rehabilitation and palliative care (WHO, n.d., 2014a). Furthermore, essential health services 
encompass care for HIV, TB, malaria, non-communicable diseases, mental health, sexual and 
reproductive health, and child health (WHO, n.d.). 
According to WHO (n.d., 2014a), achieving this goal is fundamental to sustainable 
human development that will lead to reductions in poverty, social inequalities and health 
disparities. However, establishing the vision of universal health coverage and access is not 
something that can be achieved overnight. Because countries at all socioeconomic levels face 
challenges to establishing UHC, realizing this goal will require taking strategic incremental 
actions toward strengthening health systems and developing systems of health financing such 
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that countries have the capacity to provide high quality, affordable health services to the entire 
population. Decisions about the services that can be provided to the population initially will be 
based on population health needs, public opinion and cost; however, WHO (n.d., 2014a) 
recommends that the priority should be ensuring access to interventions targeting the MDGs – 
vaccinations, prevention and treatment of diseases such as HIV, malaria and tuberculosis, family 
planning, and births attended by a trained health worker – with attention then given to addressing 
the growing problem of non-communicable diseases. In addition, WHO (n.d., 2014a) proposes 
that a key element of financing for UHC is spreading the financial risks of poor health across the 
population through the sharing of resources and decreasing the financial barriers to access by 
reducing the reliance on direct payments. Thus according to WHO (n.d., 2014a), establishing 
UHC will occur gradually by increasing the number of health services over time while reducing 
out-of-pocket costs. Therefore, although establishing UHC is not likely to occur rapidly, 
countries are taking actions and should continue to work toward this imperative goal. 
World leaders have embraced the vision of the Global Health Workforce Alliance 
(hereafter “the Alliance”) (GHWA, 2008) that “all people, everywhere, shall have access to a 
skilled, motivated and facilitated health worker within a robust health system” (p. 13). 
Notwithstanding, the global health workforce shortage is recognized as one of the major 
challenges that countries at all levels of socioeconomic development must address to achieve this 
vision. The Alliance (GHWA, 2013a) estimates the current shortage of skilled healthcare 
professionals (midwives, nurses and physicians) at 7.2 million and projects a deficit of 12.9 
million by 2035. Although low- and middle-income countries are thought to face the greatest 
challenges to ensuring a health workforce adequate to achieve universal health coverage, this is a 
problem with implications for even high-income countries that must address the health needs of 
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aging populations and often rely heavily on the supply of migrant health workers from 
developing countries (GHWA, 2013a, 2014a). 
 Recognizing the many challenges that countries face, the Alliance is working toward a 
global strategy on HRH in support of achieving universal health coverage to be finalized early in 
2016 (GHWA, 2014a). In the process of developing the strategy, the Alliance emphasizes the 
centrality of the health workforce to achieving desired health outcomes and promotes an 
approach to HRH workforce development that integrates planning, education, management, 
retention and incentives, along with enhancing linkages to the health system as a whole (GHWA, 
2013a, 2013b, 2014a, 2014b). With the target to recruit, train, deploy and sustain a health 
workforce that is fit-for-purpose and fit-to-practice, the Alliance (GHWA, 2013a) proposes a 
conceptual framework including four dimensions: 
 availability – the sufficient supply and stock of health workers, with the relevant 
competencies and skill mix that correspond to the health needs of the population; 
 accessibility – the equitable access to health workers, including in terms of travel 
time and transport, opening hours and corresponding workforce attendance, whether 
the infrastructure is disability-friendly, referral mechanisms and the direct and 
indirect cost of services, both formal and informal; 
 acceptability – the characteristics and ability of the workforce to treat everyone with 
dignity, create trust and enable or promote demand for services; and 
 quality – the competencies, skills, knowledge and behavior of the health worker as 
assessed according to professional norms and as perceived by users. (p. 12) 
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Moreover, the Alliance emphasizes the importance of moving away from approaches that lead to 
fragmented, piecemeal, short-term solutions and focus rather on actions with long-term and 
sustainable solutions to developing the health workforce (GHWA, 2013a). 
 
Utilizing CHWs in the Strategy to Developing HRH: A Historical Perspective 
 One strategy that has reemerged as a potential approach to addressing the global shortage 
of health workers is the use of lay community health workers, particularly in developing 
countries and underserved communities (Lehmann & Sanders, 2007). Although not a new 
concept, the growing concern for the health workforce shortage and associated implications has 
provided the impetus to critically review the evidence of the feasibility and effectiveness of 
programs utilizing CHWs in an effort to inform program planning and policy decisions. Over 
that last decade, renewed interest in this concept has resulted in a growing body of evidence that 
offers much support for the potential of CHW programs to contribute to improving the health of 
populations, especially where health resources are limited (Perry & Zulliger, 2012). 
 Examples of the use of community members with limited training to deliver or augment 
health services in settings where access to skilled health workers is lacking date back to the late 
1800s and have grown considerably over the last decade (Perry & Zulliger, 2012). An important 
precursor to modern day CHWs are the feldshers, or field surgeons of Russia, who were local 
people trained in the late 1800s to serve as paramedics or midwives in rural villages where there 
were no physicians (Perry & Zulliger, 2012). 
China’s barefoot doctors are another important predecessor to modern day CHWs who 
were trained in the 1920s to deliver vaccinations, give health education talks, record births and 
deaths, and provide first aid and basic primary medical care (Perry & Zulliger, 2012). When 
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Thailand began using village health volunteers in the early 1950s (Lehmann & Sanders, 2007), 
and the barefoot doctor program in China grew to a national program throughout the 1950s and 
1960s, the concept of using village health workers gained increased attention (Lehmann & 
Sanders, 2007; Perry & Zulliger, 2012). By 1972, an estimated 1 million barefoot doctors were 
serving a population of 800 million people in the rural villages of China (Perry & Zulliger, 
2012), which illustrates the first example of a large-scale CHW program. Support for CHWs as 
important providers of health services, especially in resource poor regions of the world, grew 
through the 1970s culminating with the Declaration of Alma Ata in 1978, which legitimized 
CHWs as a cadre of health workers with a clear role in the delivery of primary health care 
services and the potential to aid in achieving Health for All by the year 2000 (Perry & Zulliger, 
2012). Programs utilizing CHWs on a large-scale by national governments and on a smaller scale 
by non-governmental organizations (NGO) burgeoned throughout the 1970s and into the 1980s 
(Perry & Zulliger, 2012). During this time period, CHWs provided nutrition supplementation and 
education, promoted prenatal care within their communities, provided post-partum self-care and 
child care education through home visits, were trained for the management of childbirth, and 
helped to identify and treat diseases such as malaria and tuberculosis (Bhutta, Lassi, Pariyo, & 
Huicho, 2010; Perry & Zulliger, 2012). 
 The global recession of the 1980s along with the recognition of numerous challenges in 
the conceptual design, implementation and sustainability of such programs led to the collapse of 
most large-scale national CHW programs (Lehmann & Sanders, 2007; Perry & Zulliger, 2012). 
Interest in large-scale national CHW programs declined throughout the 1990s as people began to 
recognize that very little was known about the effectiveness and cost-effectiveness of these types 
of programs. With robust support from international donors, the focus shifted to vertical 
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programs and service delivery that selectively aimed at specific health issues with targeted 
interventions, yet without being fully integrated into the larger health system (Msuya, 2004; 
Perry & Zulliger, 2012).  
Nonetheless, interest in the potential of this cadre of health workers was not completely 
lost because many NGOs and faith-based organizations (FBO) continued to support small, 
community-based programs; and the number of CHWs grew to more than 2 million worldwide 
by the early 1990s (Lehmann & Sanders, 2007; Perry & Zulliger, 2012). Along with the growing 
number of CHWs, the body of evidence in support of the effectiveness of programs using CHWs 
continued to develop, specifically on their ability to demonstrably impact health outcomes 
related to the MDGs. For example, Bangledesh, Brazil and Nepal – three countries that have 
experienced some of the most rapid achievements in reducing under-five mortality in the world 
since 1990 – each have strong CHW programs that have contributed to reducing child mortality 
(MDG 4) through the delivery of interventions such as detection and treatment of childhood 
illnesses, distribution of oral contraceptives, delivery of vitamin A supplementation, and 
promotion of available health services for first aid, antenatal care, family planning, and 
immunization (Perry & Zulliger, 2012). This coupled with the rising concern about the global 
shortage of health workers led to a relative explosion of renewed interest in CHW programs over 
the last decade (Lehmann & Sanders, 2007; Perry & Zulliger, 2012). 
 
A Review of the Literature on the Use of CHWs in Community-based Health Improvement 
CHW Designations and Roles 
 CHWs are a diverse category of health workers with many different characteristics and 
roles described in literature. The term “community health worker” is a common term that 
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encompasses an array of health workers; however they go by many different names depending 
on the area in which they practice and the primary role they serve (Bhutta et al., 2010; Lehmann 
& Sanders, 2007; Lewin et al., 2006; Perry & Zulliger, 2012). A comprehensive list of 
alternative titles for this category of health workers is provided in Appendix A. In contemporary 
settings, CHWs are understood to be a category of health workers with some level of formal, 
typically limited training to deliver basic primary health care services (Lewin et al., 2006; Perry 
& Zulliger, 2012). Although they lack formal professional education, they can be trained quickly 
and mobilized in relatively large numbers. Moreover, as members of the communities in which 
they serve, often chosen by their community, CHWs have established relationships which afford 
them a level of trust and investment in their community that enhances their ability to address 
some of the social determinants of health in ways that skilled health workers from outside the 
community might not be able to influence (Lehmann & Sanders, 2007). 
Influence of CHWs on the Social Determinants of Health 
The social determinants of health are the conditions in which people are born, live, work, 
play and age that contribute largely to the health status of communities and the health inequities 
between populations. They are shaped by the distribution of power, money and resources and 
encompass the complex and interconnected systems of economics, the physical environment, the 
built environment, health services and social structures of a community (Centers for Disease 
Control and Prevention [CDC], 2014b; Commission on Social Determinants of Health, 2008). 
Thus, the comprehensive health of a community is complex with multiple, dynamic systems 
affecting the overall health status of the community and the people that comprise that population. 
Traditionally, health systems utilizing primarily skilled health professionals have been designed 
to deliver interventions and services to improve the health of individuals often without taking 
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into consideration the full range of health determinants that influence the health outcomes of the 
entire population. Moreover, efforts to improve health issues in a community have often focused 
on individual determinants, while neglecting the dynamic interaction among the determinants 
(Institute of Medicine, 1997). 
The ecological or systems theory of health that emerged in the 1970s, came about partly 
in response to the realization that health care interventions targeting individual care and services 
were not resulting in improved health for populations (IOM, 1997). This multidimensional 
perspective recognizes the numerous factors that contribute to the health of an individual and the 
interconnectedness of the social systems in which individuals live. Because each community is 
complex and unique, identifying and targeting the major and minor health determinants specific 
to that population is vital to the success of programs designed to improve the health of the 
community and the individuals that live within the community. 
Programs that utilize CHWs have an advantage in this regard, because the CHWs 
typically live in the communities they serve and are keenly aware of the unique factors that 
influence the health of the people in their communities. Furthermore, because communities 
usually select their own CHWs, their status within the community affords them a level of 
acceptance and trust that allows them to effectively promote health behaviors and help the people 
they serve to overcome some of the barriers to accessing primary and public health services such 
as inadequate financial resources, issues related to gender inequality, geographical distance from 
health facilities and lack of transportation. In addition, establishing crucial links and bridging the 
gap between the community and the formal health system and advocating for and engaging 
community members in social change are important ways in which CHWs are thought to 
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effectively impact the social determinants of health and contribute to improving community 
health (Lehmann & Sanders, 2007; Perry & Zulliger, 2012). 
Effectiveness of CHW Programs 
 Although the world’s leaders in global health support the use of CHWs in health 
improvement interventions (CDC, 2014; WHO, 2006), the literature reports mixed evidence for 
the effectiveness of CHWs in improving health outcomes. Two recent systematic reviews (Lewin 
et al., 2006, 2010)  suggested that in comparison to usual care, the use of CHWs showed 
promising benefits in the promotion of immunization uptake and breastfeeding, in the reduction 
of childhood illness and under-five mortality, and in improving the outcomes of treatment for 
TB. Perry and Zulliger (2012) affirmed the effectiveness of CHWs in the promotion of 
breastfeeding and in reducing the under-five mortality rate through the uptake of immunizations, 
case management of serious childhood illness, and interventions to reduce neonatal mortality. 
Furthermore, the authors reported evidence that supports the effectiveness of CHWs in providing 
reproductive health services and suggested that although the evidence regarding the contribution 
of CHWs to reducing maternal mortality is mixed, the provision of family planning services, 
specifically providing education and delivery of contraception, is one of the most important ways 
that CHWs contribute to improving this health outcome (Perry & Zulliger, 2012). In addition to 
the evidence of the effectiveness of CHWs toward health improvement, the evidence reports 
further positive impacts of CHWs working in their communities such as building of trust, 
community mobilization and empowerment, and developing important links between 
communities and the health system. These benefits are harder to quantify but significant in 
describing the effectiveness of CHW programs (Bhutta et al., 2010; Lehmann & Sanders, 2007; 
Perry & Zulliger, 2012). 
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 Conversely, the literature provides evidence that in many cases CHW programs have 
been unable to demonstrate the desired impact on health outcomes. The collapse of numerous 
national CHW programs in the 1980s illustrates some of the failed attempts in the use of CHWs 
(Lehmann & Sanders, 2007; Perry & Zulliger, 2012). Poor planning, inadequate supervision, 
inadequate governmental and organizational support, and difficulties in maintaining the 
consistency and quality of provided services are challenges to the effectiveness of CHW 
programs identified in literature (Lehmann & Sanders, 2007; Perry & Zulliger, 2012).  
In addition, the very nature of this type of intervention creates challenges to determining 
effectiveness. Studying the contribution of CHWs in isolation from other program factors is a 
complex and difficult process. Thus, what is typically assessed is not necessarily the 
effectiveness of the CHWs, but rather the effectiveness of the program or approach in which 
CHWs play a vital role (Perry & Zulliger, 2012). Furthermore, Lehmann and Sanders (2007) 
argue that impact effectiveness must be clearly defined in terms of “impact on what?” (p. 15). 
Although impacts on morbidity and mortality are important considerations, attention must be 
given to the full range of impacts, such as community engagement and empowerment for social 
change, not merely those easily quantified (Lehmann & Sanders, 2007).  
Cost-Effectiveness of CHW Programs 
 An important point made in the literature is that CHW programs are not an inexpensive 
endeavor, and they require considerable resources to implement and maintain. In the history of 
CHW programs this has been an important lesson learned as many attempts at scaling up such 
programs were unsuccessful (Lehmann & Sanders, 2007; Perry & Zulliger, 2012). However, that 
is not to say that they are not worth the investment. In fact, some evidence suggests that many of 
the interventions of CHWs are quite cost-effective and yield results comparable to other more 
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costly health services (Bhutta et al., 2010; Lehmann & Sanders, 2007; Perry & Zulliger, 2012). 
However, evaluation of cost-effectiveness is identified as one of the knowledge gaps existing for 
the use of CHW programs (Frymus, Kok, de Koning, & Quain, 2013; Lehmann & Sanders, 
2007). Furthermore, the intangible benefits that CHWs provide add a layer of complexity to the 
economic evaluation of these programs. Regardless, in many resource poor areas of the world, 
they may be the most cost-effective alternative available and without them there would be no 
health services accessible to some of the most vulnerable people with the greatest need 
(Lehmann & Sanders, 2007; Perry & Zulliger, 2012). 
Considerations for the Development of Large-Scale or National CHW Programs 
 One of the most critical considerations in determining the potential of CHWs to build 
capacity in HRH is determining how to successfully scale-up these interventions and integrate 
this cadre of health worker into the regional or national health system. Although many programs 
have been successful at the community level, attempts to implement the same efforts on a larger 
scale have failed due to poor planning, unrealistic expectations and underestimation of the effort 
and support required to make them work (Lehmann & Sanders, 2007). Large-scale programs 
face chronic challenges including inadequate training and supervision of CHWs, deficient supply 
chains, inappropriately assigned workloads, inadequate incentives and remuneration for CHWs, 
poorly designed or utilized monitoring and evaluation systems, and low retention of CHWs 
(Perry & Zulliger, 2012). 
Lehmann and Sanders (2007) emphasize the importance of community participation and 
ownership of CHW programs. They argue that when CHW programs are not driven by and 
vested within the community, the programs exist on the periphery of the formal health system 
and are left vulnerable to the sway of politics and competing priorities. Without the voice of the 
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community to advocate on their behalf, such programs become fragile and unsustainable 
(Lehmann & Sanders, 2007). Moreover, although evidence suggests that CHW programs thrive 
in mobilized communities, they struggle when they are expected to take on the responsibility of 
community mobilization themselves. Likewise, CHW programs may flourish in the wake of 
community mobilization efforts only to fizzle as the momentum of the efforts subsides 
(Lehmann & Sanders, 2007). Thus, the authors argue that a key challenge to successful large-
scale CHW programs is the integration of CHWs into the greater health system through 
mainstreamed and institutionalized community participation (Lehmann & Sanders, 2007). 
Despite these challenges, the literature also offers numerous examples of programs in 
Nepal, Bangladesh, Brazil (Bhutta et al., 2010; Perry & Zulliger, 2012), Ethiopia (Bhutta et al., 
2010), Indonesia, Ghana, and Niger (Lehmann & Sanders, 2007) that demonstrate successful 
implementation of CHW programs as part of the larger complement of health services. Of those, 
Brazil’s Programa Saúde de Familia (PSF) [Family Health Program] is one of the world’s 
foremost examples in the use of CHWs for health improvement and in achieving the MDGs 
(Bhutta et al., 2010; Perry & Zulliger, 2012). 
Initially implemented in 1994 in the context of a national initiative to achieve universal 
coverage, decentralization of the health system and integration of community participation, PSF 
began as a pilot program using 300 care teams comprised of at least one physician, one nurse, 
one nurse assistant and several community health agents (CHAs) (Bhutta et al., 2010; Perry & 
Zulliger, 2012). Each team provides coverage for about 1,000 families in a specific geographical 
area with the responsibility to provide primary care in Basic Health Units and in individual 
homes, to make referrals as needed to higher levels of care, and to monitor the health status of 
the population they serve (Bhutta et al., 2010; Perry & Zulliger, 2012). These teams provide a 
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comprehensive range of services from preventive to rehabilitative through the program that 
reaches approximately 110 million people (Perry & Zulliger, 2012). 
In this model, CHAs work largely through home visits to provide a wide range of public 
health and primary care services. In their role on the team, CHAs register and collect detailed 
information about households, identify members of the household with priority health needs, 
identify and orient pregnant women to the prenatal services available at health centers, monitor 
newborns and mothers after delivery, monitor the growth of children, promote routine 
immunizations, and provide education on numerous health issues including nutrition, family 
planning, and prevention of illness (Bhutta et al., 2010). The PSF program now supported by 
over 200,000 CHAs, has demonstrated a significant impact on the health outcomes in Brazil with 
rapid improvement in the under 5 mortality rate, 99% immunization coverage, improved access 
to drinking water (98%) and sanitation coverage (96%), and significant reduction in mortality 
across age groups (Perry & Zulliger, 2012). 
 
Considerations for the Use of CHW Programs in the Caribbean 
Much of the recent focus for the use of CHW programs has centered on the world’s 
poorest regions, including countries in Africa, Asia, Latin America and the Caribbean. The gap 
in health resources, including health workers, is arguably the most critical in these areas. Many 
of the countries within these regions lack the health infrastructure and elements deemed 
necessary by WHO to deliver universal health coverage (WHO, n.d.), which contributes to health 
inequities manifested in their health outcomes. The impact of the HIV/AIDS pandemic on many 
of the countries of these regions, which spread rapidly and resulted in millions of lives lost, 
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illustrates this point and helped to focus attention on the critical need for health workers in these 
areas.  
As one of these areas of focus, the group of island countries and territories that comprise 
the Caribbean region is a socioculturally and politically diverse cluster of nations distinctively 
different from other regions in the Western hemisphere (Sastre, Rojas, Cyrus, De La Rosa, & 
Khoury, 2014). These nations share a collective history of colonialism, slavery, and agricultural 
industry, which has shaped their unique identity. Yet, among them a wide range of political 
systems, languages, religions, and cultures exist, all of which influence their health outcomes 
(Sastre et al., 2014). Although the specific sociocultural determinants of health may vary among 
the nations, some common socioeconomic conditions including poverty, lack of formal 
education, migration of highly skilled people out of the region, population trends leading to 
overcrowding, inadequate social infrastructure and inadequate health infrastructure contribute to 
many of the poor health outcomes of the Caribbean people (Sastre et al., 2014). 
In considering the potential for the use of CHW programs to improve health in 
communities in the Caribbean region, it is important to consider the priority health problems of 
the people of that region and the sociocultural context of the target populations. Shown in Table 
1, a comparison of selected health indicators compiled from published WHO Country Statistics 
(WHO, 2014b) among Caribbean countries indicates considerable variation among the countries 
in socioeconomic conditions, the availability and utilization of health resources, and health 
outcomes. Of note, in addition to the Caribbean countries included in this comparison table, the 
WHO Americas Region also includes other high-, middle-, and low-income countries in North 
America (Bermuda, Canada and the United States), Latin America (Brazil and Mexico), and the 
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countries of Central and South America, which were not included in this comparison table but 
contribute to the WHO Americas Regional Averages. 
The table highlights significant gaps in the information that would be necessary to make 
informed decisions related to the use of CHW programs in some of these countries. For example, 
many of the countries had no information available regarding the availability of skilled health 
workers (physicians, nurses and midwives). Nonetheless, the data suggest that reason for concern 
exists related to an inadequate health workforce in the countries of the Caribbean. For example, 
where data is available for the health workforce, all of the countries except for Cuba report a 
number of skilled health workers below the WHO Americas Regional Average. In some cases, 
the number falls well below the density threshold of 22.8 per 10,000 population established by 
WHO (2006) as a threshold necessary to achieve relatively high coverage for essential health 
services in countries most in need. Moreover, although Haiti is the only country reporting a 
lower percentage of births attended by skilled health personnel than the WHO Americas 
Regional Average, several countries have a maternal mortality ratio higher than the WHO 
Americas Regional Average of 68 per 100,000 live births – Cuba (80 per 100,00 live births), 
Jamaica (80 per 100,000 live births), Trinidad and Tobago (84 per 100,000 live births), 
Dominican Republic (100 per 100,000 live births), and Haiti (380 per 100,000 live births). This 
suggests that factors other than having skilled health personnel to attend and manage childbirth 
contribute to maternal mortality in these areas. 
Data on rates of disease and treatment in the Caribbean also indicate prevention and 
treatment of both communicable and non-communicable disease as potential health priorities. 
Both the prevalence of tuberculosis (TB) in some of the countries and the underperformance of 
treatment for TB in others is one example. In Antigua and Barbuda, although the prevalence of 
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TB is well below the WHO Americas Regional Average (4.8 per 100,000 population versus 40 
per 100,000 population), the reported success rate of smear-positive TB treatment is only 17%. 
Furthermore, the Bahamas, Barbados, the Dominican Republic, Haiti, Jamaica and Trinidad and 
Tobago all have a reported HIV prevalence above the WHO Americas Regional Average of 315 
per 100,000 population. The management of non-communicable diseases such as high blood 
pressure and diabetes mellitus is yet another potential health issue in the Caribbean to target for 
improvement. The percentage of males with raised blood pressure in the Caribbean countries 
included in the comparison table ranges from 32.3% (Jamaica) to 43.2% (Saint Kitts & Nevis), 
all of which exceed the WHO Americas Regional Average for males of 26.3%. The percentage 
of females with raised blood pressure in the Caribbean countries included in the comparison 
table ranges from 25.6% (Bahamas) to 32.5% (Saint Kitts & Nevis), all of which exceed the 
WHO Americas Regional Average for females of 19.7%. Furthermore, females in most of the 
Caribbean countries in the comparison have higher rates of raised blood sugar and obesity than 
the WHO Americas Regional Average. Thus, available data suggests that Caribbean countries 
face many of the same challenges to improving health and related health inequities as other 
LMIC countries. 
 In 2011, a summit on improving the health of people in the Caribbean titled 
“Triangulating on Health Equity: Best Practices in Integrating Health Promotion, Primary Care, 
and Social Determinants to Improve Community Health Outcomes” was convened by the 
Morehouse School of Medicine in San Juan, Puerto Rico (Sastre et al., 2014). According to 
Sastre et al. (2014) in their article summarizing the recommendations set forth by the summit, the 
primary goals were to discuss the health status of Caribbean people and the underlying social 
determinants of health, to develop recommendations that could effectively impact the  complex 
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interacting factors that impede health improvement in the region, and to cultivate collaboration 
among regional stakeholders.  The authors outlined the challenges to identifying and 
implementing best practices discussed at the summit: 1) limited resources for research, 2) a 
fragmented approach to policy and governance, 3) problems with communication and 
community engagement, and 4) lack of skilled health personnel. They also categorized into five 
major themes the recommendations for improving health outcomes that were discussed: 1) 
examining community specific needs taking into account the context of the community, 2) 
recognizing the self-reliance and autonomy of the community, 3) engaging in the political system 
4) having a comprehensive approach to health care, and 5) planning for long-term sustainability. 
Finally, Sastre et al. (2014)  emphasized the urgency to address the health issues in the Caribbean 
by “adopting effective practices that link health promotion and primary care within the context of 
social and cultural determinants” (p. 26) through the integration of research, practice and policy. 
Thus, it seems that the timing is right to consider interventions that might be used strategically to 
overcome the challenges and build upon the recommendations set forth by the summit in the 
efforts toward health improvement in the Caribbean region. In the following section, the use of 




Table 1. Comparison of Selected Health Indicators among Caribbean Countries (World Health Organization, 2014b) 
  





















































































































Total population (thousands) 89 372 283 11271 72 10277 105 10174 2769 54 181 109 1337 …
Population living in urban areas (%) 30 84 45 75 … 70 39 55 52 … 17 50 14 80
Gross national income per capita (PPP int. $) 18,920 29,020 25,670 … 11,980 9,660 10,350 1,220 … 17,630 11,300 10,870 22,860 27,457
Total fertility rate (per woman) 2.1 1.9 1.8 1.5 2.1 2.5 2.2 3.2 2.3 1.8 1.9 2 1.8 2.1
Life expectancy at birth (years) Both sexes 75 75 78 79 75 77 73 62 74 74 75 74 70 76
Life expectancy at age 60 (years) Both sexes 22 21 23 22 21 23 19 17 21 19 21 21 18 22
Under-five mortality rate (per 1000 live births) Both sexes 10 17 18 6 13 27 14 76 17 9 18 23 21 15
Adult mortality rate (probability of dying between 15 and 
60 years per 1000 population) (Males) 203 153 118 124 225 137 195 268 177 166 178 169 229 161
Adult mortality rate (probability of dying between 15 and 
60 years per 1000 population) (Females) 147 100 66 74 118 93 121 227 107 80 85 111 130 89
Maternal mortality ratio* (per 100,000 live births) … 37 52 80 … 100 23 380 80 … 34 45 84 68
Prevalence of HIV (per 100,000 population) … 1,891 530 42 … 438 … 1,435 1,024 … … … 1,070 315
Incidence of malaria (per 100,000 population) … … … … … 13 … 1,299 … … … … … 139
Prevalence of tuberculosis (per 100,000 population) 4.8 11 1.8 14 25 98 6.8 296 9.5 5.1 4.8 24 28 40
Contraceptive prevalence (%)** … … … 74 … 73 … 35 … … … … 43 74
Antenatal care (%) (4+ visits)** 100 86 81 100 … 95 … 67 87 … 99 … 100 86
Births attended by skilled health personnel (%)** 100 99 100 100 100 95 100 37 96 100 99 99 100 94
Measles immunization (%) (1 yr-olds)** 98 91 90 99 99 79 94 58 93 95 99 94 85 94
Smear-positive TB treatment success (%)** 17 70 100 88 100 83 100 84 47 100 57 56 72 78
Physicians (per 10,000 population)** … 28.2 … 67.2 … 14.9 6.6 … 4.1 … … 11.1 11.8 20.8
Nurses & midwives (per 10,000 population)** … 41.4 … 90.5 … 13.3 38.3 … 10.9 … … 12.5 35.6 45.8
Raised blood glucose (%) (Males, aged 25+) 2008 11.3 12.7 12.8 11.3 15.6 8 11.1 9.6 10.2 13.6 10.3 11.1 12.1 11.5
Raised blood glucose (%) (Females, aged 25+) 2008 12 13.7 15.2 12 20.7 9 12.4 9.6 12.9 14.6 11.8 12.5 13 9.9
Raised blood pressure (%) (Males, aged 25+) 2008 38.5 37.6 35.4 33.2 41.9 35.6 35.9 33.6 32.3 43.2 37.1 35.4 34.8 26.3
Raised blood pressure (%) (Females, aged 25+) 2008 27.5 25.6 29.1 28.7 35.3 29.5 28.1 28.1 28 32.5 27.4 27.5 27.7 19.7
Obesity (%) (Males, aged 20+) 2008 18.1 26.7 21.6 13.3 10.1 14.4 14.9 8.4 10 32 11.9 16.4 21.6 23.5
Obesity (%) (Females, aged 20+) 2008 33.1 42.6 44.2 27.5 39.1 29.3 32.1 8.4 38.2 49.4 31.9 33.5 38 29.7
Tobacco use (%) (Males, aged 15+) 2011 … … 13 … 11 17 … … … 12 … … … 26
Tobacco use (%) (Females, aged 15+) 2011 … … 2 … 4 16 … … … 3 … … … 16
… Data not available or not applicable.
*Data refers to 2013.
**Data refers to the latest year available from 2006. 
For specific years and references, visit the Global Health Observatory at www.who.int/gho.








 A systematic search of the literature related to the use of CHW in global community 
health programs was conducted. Several databases and search engines, including PubMed, 
Cochrane Reference Libraries, the Global Health Workforce Alliance Knowledge Center and the 
HRH Global Resource Center, were searched using combinations of the following terms: 
 Community Health Worker [MeSH] Terms 
o Health Worker, Community 
o Health Workers, Community 
o Worker, Community Health 
o Workers, Community Health 
o Community Health Aides 
o Aide, Community Health 
o Aides, Community Health 
o Community Health Aide 
o Health Aide, Community 
o Health Aides, Community 
o Family Planning Personnel 
o Personnel, Family Planning 
o Planning Personnel, Family 
o Village Health Workers 
o Health Worker, Village 
o Health Workers, Village 
o Worker, Village Health 
o Workers, Village Health 
o Village Health Worker 
o Barefoot Doctors 
o Barefoot Doctor 
o Doctor, Barefoot 
o Doctors, Barefoot 
o Family Planning Personnel Characteristics 
 Community health volunteer 
 Lay health worker 
 Lady health worker 
 Promotoras de salud 
 Task shifting 
 Village health volunteer 
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The search strategy was modified as applicable for the various search engines and 
databases. The reference lists of several systematic reviews of CHW programs in developing 
countries were also searched manually to identify additional studies for review. The preliminary 
search identified 164 potential studies for review. The subsequent review of abstracts or full-text 
studies identified 18 articles, which were available in full-text and written in English and were 
obtained for full review.  
Criteria for inclusion were then applied, and 12 studies were selected for inclusion in this 
review. The criteria for inclusion included: 1) studies of programs that utilized CHWs in health 
improvement interventions in the Caribbean region; 2) interventions delivered by CHWs 
intended to promote health, manage illness, or provide support for health behaviors, 3) included 
a description sufficient to understand the role of the CHW in the intervention; and 4) provided 
information on the outcome or evaluation of the intervention (qualitative and/or quantitative). As 
this is a preliminary look at the evidence specific to the Caribbean region, and understanding the 
typology of the health workers used in this region and the context within which the interventions 
were implemented is essential to the research question, no restrictions were applied for study 
design. The six articles reviewed but not selected were excluded because they either focused on 
the intervention without adequately describing the role of the CHW in the intervention, did not 
adequately describe the outcome or the link between the CHW and the outcome, or were focused 
on the CHW evaluation of their own work, which is important information, but not fitting with 
the purpose of this review. 
The selected articles were reviewed to determine the setting for the study, the design and 
time period of the study, the typology or role of the CHW, the type of intervention, the type of 
participants and the measures of outcome or evaluation for the intervention. The studies were 
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also evaluated to detect patterns or themes, after which they were grouped into the following 
categories: 1) mother and child health interventions, 2) communicable disease interventions, and 





 The 12 selected studies were conducted in primarily three of countries in the Caribbean: 
Haiti, Jamaica and the Dominican Republic. Six of the studies took place in Haiti (Farmer et al., 
2001; Koenig, Léandre, & Farmer, 2004; Lewis & Gebrian, 2009; Perry et al., 2006; 
Rajasingham et al., 2011; Walton et al., 2004) with interventions focused primarily on 
communicable diseases. Two of the interventions were conducted in the Dominican Republic 
(Navarro, Sigulem, Ferraro, Polanco, & Barros, 2013; West-Pollak et al., 2014), one of which 
focused on child nutrition and the other on type 2 diabetes. Four of the studies were conducted in 
Jamaica (Baker-Henningham, Powell, Walker, & Grantham-McGregor, 2005; Gardner, Walker, 
Powell, & Grantham-McGregor, 2003; Less, Ragoobirsingh, Morrison, Boyne, & Johnson, 2010; 
Melville, Fidler, Mehan, Bernard, & Mullings, 1995) with interventions primarily focused on 
maternal and child health. 
Community Settings 
 Interventions were carried out in a variety of community settings. Many of the studies 
described using CHWs to complete their interventions through a series of home visits with the 
participants (Baker-Henningham et al., 2005; Farmer et al., 2001; Gardner et al., 2003; Koenig et 
al., 2004; Walton et al., 2004). In other studies the intervention was carried out in a community 
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setting such as a community center or community health clinic (Lewis & Gebrian, 2009; 
Rajasingham et al., 2011; West-Pollak et al., 2014) and some studies used a combination of a 
community group setting and home visits (Less et al., 2010; Melville et al., 1995; Navarro et al., 
2013; Perry et al., 2006). Many of the studies described a strong link between the CHW and the 
community health center with which they are associated (Baker-Henningham et al., 2005; 
Farmer et al., 2001; Gardner et al., 2003; Koenig et al., 2004; Less et al., 2010; Melville et al., 
1995; Perry et al., 2006; Walton et al., 2004) 
Study Designs 
 Most of the studies were either descriptive studies or cross-sectional observational 
studies. Only two of the selected studies were randomized controlled trials (RCT) (Baker-
Henningham et al., 2005; Gardner et al., 2003), both of which were interventions targeting 
maternal and child health. Another of the interventions focused on maternal and child health was 
a quasi-experimental study (Navarro et al., 2013). One of the studies was a prospective cohort 
design targeting diabetes management (Less et al., 2010). 
Role and Typology of CHW 
 The CHWs described in the selected studies encompassed an array of roles and 
responsibilities. In addition to the title “community health worker”, other titles included 
community health volunteer (Melville et al., 1995), community health aide (Baker-Henningham 
et al., 2005), animatrice (Perry et al., 2006), montrice (Perry et al., 2006), accompagnateurs 
(Farmer et al., 2001; Koenig et al., 2004; Perry et al., 2006; Walton et al., 2004), paid health 
agent (Perry et al., 2006), community counselor (Navarro et al., 2013), lay diabetes facilitator 
(Less et al., 2010), and lay community leader (West-Pollak et al., 2014). Along with this variety 
of names came a variety of tasks and responsibilities including: 
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 home visits to provide health education and promote healthy behaviors 
 providing individual and group education sessions 
 weighing and growth monitoring 
 case detection of disease (HIV/AIDS, pneumonia, malnutrition) 
 delivery of treatment for disease (antibiotics, DOT-HAART) 
 management of side effects 
 referral to health clinics when appropriate 
 education and supervision of peers or other types of CHWs 
Health Focus of the Interventions 
 The interventions can be broadly organized into three categories: 1) mother and child 
health interventions, 2) communicable disease interventions, and 3) non-communicable, or 
chronic disease interventions. However, within those categories many of the interventions 
targeted a different health issue or health outcome. Of the five maternal and child health 
interventions, two were focused on child nutrition (Melville et al., 1995; Navarro et al., 2013), 
two targeted the interactions between mother and child (Baker-Henningham et al., 2005; Gardner 
et al., 2003), and only one identified reducing under-five mortality as the health issue of focus 
(Perry et al., 2006). Three of the communicable disease interventions targeted the issue of 
HIV/AIDS care (Farmer et al., 2001; Koenig et al., 2004; Walton et al., 2004), one focused on 
case management of pneumonia (Lewis & Gebrian, 2009), and one was aimed at prevention and 
treatment of cholera (Rajasingham et al., 2011). Both of the non-communicable disease 
interventions identified type 2 diabetes as the health issue of interest (Less et al., 2010; West-
Pollak et al., 2014). 
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Recipients of the Intervention 
 Recipients of the different interventions varied with the health focus of each intervention. 
Maternal and child interventions targeted children of varying ages, all under the age of 5, and 
their mothers. Many of the communicable disease interventions targeted the general population 
of the communities in which they were conducted, although the cholera prevention intervention 
targeted education of health workers. The non-communicable disease interventions both targeted 
adults, although only one defined age parameters of 25 to 75 years of age. 
Study Outcomes and Evaluation 
 The selected studies identified a wide variety of measurements used to evaluate the 
impact or outcome of the intervention. Most reported multiple measures of effect including, 
changes in anthropometric measurements, laboratory parameters, behavioral assessments, rates 
of participation, number of completed visits, number of people trained, and reduction of 
mortality. Only the studies using an experimental or quasi-experimental design were able to 
report their outcomes in terms of statistical significance. However, each of the four studies using 
statistical measures reported statistically significant effects of the intervention on at least some of 





Table 2. Summary of Selected CHW Studies in the Caribbean Region 
 
Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 
Intervention Recipients Outcomes / Evaluation 




















Monitoring growth of 
children and referral 
to clinic when 
malnutrition 
identified 
Initial one-week training 
session conducted by public 
health nurses (PHN) and 
nutritionists. Ongoing 




malnutrition, young child 
feeding and weaning, 
nutrition during pregnancy, 
management of diarrhea, 
family planning, 
immunization, community 
weighting and growth 
monitoring, organization of 
a health district and home 
visiting. 
CHVs weighed and 
charted growth of 
children on a monthly 
basis. CHVs also 
provided nutritional 
advice to mothers and 
referred children 
identified as 
malnourished to a 
nutrition clinic. 
Children under 
36 months of 
age and their 
mothers 
 
N = 88 mother 
child dyads 
88 of 92 eligible children registered in 
the program (95.6% coverage); 894 
individual weighings out of 1138 
potential weighings (participation rate of 
78.5%); 50% of children adequately 
covered (with participation rate 80% or 
more); 85.7% of malnourished children 
identified were adequately covered and 
100% were referred to the clinic.  
Overall cost per child= US$31.10. 
Malnutrition decreased by 34.5% during 




















home visits for the 
first 8 weeks of life 
Not described Infants and mothers 
randomly assigned to 
the intervention group 
received weekly home 
visits for the first 8 
weeks of the infant’s 
life. CHW home visits 










collected and analyzed. 
LBWT infants 
(birth weight 










N = 66 
 
NBW 
N = 87 
LBWT infants in the intervention group 
had significantly higher scores than those 
in the control group on the cover test 
(intentional problem-solving ability) and 
scored significantly higher on behavioral 
assessments for cooperation and 










Initial four weeks pre-
service training on health 
and nutrition (required for 
Participants meeting 
criteria were recruited 
in government health 
Mothers of 
undernourished 
children ages 9 
Mothers in the intervention group 
reported a significant reduction in the 
frequency of depressive symptoms. The 
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Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 



















for the child 
involving the child 
and the mother in 
play; discuss 




additional two-week training 
for this intervention. 
 
Topics included child 
development, parenting 
issues, and how to conduct 
the intervention. 
centers and randomized 






assessments and child 
anthropometric 
measurements were 
recorded at baseline 
and at one year. 
Community health 
aides conducted 
weekly half-hour home 
visits to deliver the 
intervention. 




N = 64 
 
Standard Care 
N = 61 
number of home visits ranged from 5 to 
48. Mothers receiving ≥40 visits and 25-
39 visits benefited significantly from the 
intervention, while mothers receiving 
<25 visits did not benefit significantly. 
Maternal depression was significantly 
negatively correlated with children’s 























assist with Mobile 
Clinics and Rally 
Posts, assist with 
referral to higher 




Paid Health Agents – 
make regular home 
visits and direct 







Not described The study compares 
the under-five 
mortality in the 
Hospital Albert 
Schweitzer (HAS) 
Primary Health Care 
Service Area with that 
for rural Haiti and Haiti 
in general. HAS 









age 5 years 
 
 
The under-five mortality rate was 58% 
less in the HAS service area, and 
mortality for children 12-59 months was 
76% less 
 
Statistically significant difference in 9 
key child survival services were found 
for the HAS Primary Care Services Area 
in comparison with Haiti (nationwide) 
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Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 
Intervention Recipients Outcomes / Evaluation 
Montrices (Monitors) 
– provide liaison with 










follow up of TB 





















and home visits 
related to issues of 
pregnancy, newborn 
care and early child 
nutrition. 
60-hour basic training 
facilitated by health 
professionals 
 
Training and education on 





danger signs, prevention and 
treatment of infectious 
disease, early stimulation, 
and prevention of accidents. 
A total of 8 geographic 
areas were assigned to 
the intervention group 
and 8 were assigned to 
a control group. 
Participants meeting 
criteria in the 
intervention areas were 
provided education in 
both group settings and 
individually through 
semi-structured home 
visits. Data was 
collected through 










N = 196 
 
Control 
N = 263 
Statistically significant reductions in 
BMI-for-age Z-score and BMI-for age 
>85
th
 percentile were demonstrated in 
the intervention group. Thus, the 
intervention was associated with lower 
risk for overweight. The intervention 
showed change in the desired direction 
for mean length-for-age Z-score and for 
prevalence of stunting, but the changes 
were not statistically significant. The 
intervention showed positive effects in 
some indicators of intermediary factors 
such as growth monitoring, health 
promotion activities, micronutrient 
supplementation, exclusive 
breastfeeding, and complementary 
feeding. 
















Daily monitoring of 
patients taking 
HAART 
Not described Established a 
comprehensive AIDS 
program providing 
access to free voluntary 
testing and counseling, 
AZT (zidvudine) for 





59 out of 60 patients (98%) had 
favorable clinical response to therapy 
with 46 (80%) able to resume working 
and caring for their children; 58 (96.7%) 
had weight increases over 2 kg within 
the first 3 months of therapy. In a subset 
of 21 patients whose viral loads were 
tested, 18 (86%) had no detectable virus 
in peripheral blood. 
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Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 
Intervention Recipients Outcomes / Evaluation 
aggressive diagnosis 





Unanticipated consequences included 
emotional distress among health care 
workers in areas where AIDS is endemic 

























Daily visits to 
patients on HAART 
during which they 
observe the patient 
take the first daily 
dose and then either 
leave the second dose 
or return later to 
deliver the second 
dose 
Training time frame not 
described. 
 
Trained on clinical 
presentation and 
management of HIV and 
TB, including proper use of 
medications and their side 
effects; also trained 
regarding importance of 
emotional support and 
confidentiality. 
At four sites in the 
scale-up project, 
HAART was provided 





HIV/AIDS, TB and 
STDs; at each site, the 
medical facility was 
renovated, additional 
staff was hired, and a 






In the first year of scale-up, over 8000 
patients were followed for HIV and over 
1050 were treated with DOT HAART. 
 
High adherence to HAART was 
achieved with good clinical outcomes: 
all patients responded with weight gain 
and improved functional capacity; fewer 
than 5% required medication changes 
related to side effects; viral load was 
tested in a subset of patients revealing 





















Detection of new 
cases of HIV, TB and 
STD; side effect 
management and 
referral 
Time frame not described. 
 
Trained on clinical 
presentation and 
management of HIV and 
TB, including proper use of 
medications and their side 
effects; also trained 
regarding importance of 
emotional support and 
confidentiality. 









building for voluntary 
counseling and testing; 
training and capacity 




delivered by VHWs; 
training of VHWs in 
side effect management 
and referral; diagnosis 
General 
population 
Within a year, over 120 patients were 
receiving DOT-HAART; within 14 
months more than 200 TB patients were 
identified and began receiving DOTS. 
 
Increase in the uptake of numerous 
services provided including: voluntary 
counseling and testing; prenatal care 
visit; vaccine administration 
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Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 
Intervention Recipients Outcomes / Evaluation 
and care of TB and 
STDs; program 
capacity for prenatal 
















Respond to a cholera 
outbreak to provide 
education on 
prevention and 
treatment to the most 
underserved areas of 
Haiti. 
Time frame not fully 
described. 
 
Education and training on 
cholera prevention and 
treatment, including proper 
handwashing techniques and 
preparation of safe water 
and ORS. 
A set of technically 
accurate, lower literacy 
and culturally adapted 
training and 
educational materials 
were developed for 
CHWs during a cholera 
outbreak. A train-the-
trainer workshop was 
conducted for 
professional health care 
providers to become 











Cholera training initiated in November 
2010. The March 2011 workshop 
resulted in a group of 24 master trainers. 
A survey of the master trainers reported 
the training of a total of 2,314 CHWs 
(1,144 prior to the March train-the-
trainer workshop and 1,170 after the 
workshop). All of the master trainers 
surveyed reported that the CHWs trained 
after the March session were able to 
successfully demonstrate handwashing 
techniques, and most indicated that 
CHWs were able to demonstrate proper 















based detection and 
treatment for 
pneumonia 
Initial two-week training 





medical staff, nursing 
staff, and CHWs were 







related to ARI. 
Families in the 
covered area 
Reduction of baseline pneumonia-
specific mortality from 6.2 per 1,000 to 
3.1 per 1,000 population. 
Non-Communicable Disease Interventions 

















Aides (employed in 
government health 
centers) with 
Initial six-hour training, then 
an additional two-hour 
training at baseline after 
recruitment and at 6 months 
 
Topics covered included 
basic knowledge on 
diabetes, management and 
Participants who met 
criteria and agreed to 
participate were 
recruited from eight 
intervention health 
centers and eight 
control health centers. 
The intervention group 
Adults ages 25 







After 6 months, the intervention group 
showed a mean decrease of 0.6% in 
HbA1c, while the comparison group 
showed a mean increase of 0.6%, which 
was a statistically significant difference. 
No statistically significant change in 
BMI was detected between the groups. 
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Study/Country Design and 
Time Period 
of Study 
Role/Type of CHW Education / Training of 
CHW 
Intervention Recipients Outcomes / Evaluation 











meal planning, role of 
physical activity, 
hypoglycemia prevention 
and foot care. 
received individual and 
group education 
sessions over a period 
of 6 months. 
Anthropometric and 
lab data were collected 




N = 158 
 
Control 
N = 135 
Type 2 diabetes 
and 
cardiovascular 





















A day-long training program 
led by a nurse practitioner 
and a dietitian/diabetes 
educator 
 
Training activities included 
team building activities and 
general education about 
healthy nutrition specific to 
the Dominican diet, physical 
activity, weight loss and 
diabetes. 
A team-based lifestyle 
modification program 
providing quarterly 
physician visits and 
monthly group meeting 
led by lay community 
leaders to participants 




laboratory data were 
collected at baseline, at 
6 months and at 1 year. 
Patients with 
diabetes or pre-





criteria, and 76 
were enrolled 
 
N = 59 
(completed f/u) 
At 6 months, patients showed significant 
improvement in systolic blood pressure, 
diastolic blood pressure and HbA1c 
(7.28±2.4, [95% CI 6.67, 7.89]). At 1 
year, improvement in systolic and 
diastolic blood pressure were maintained 
and HbA1c (7.06±0.6, [95% CI 6.46, 






This review of the evidence demonstrates that CHWs have been utilized to deliver a 
variety of community-based health improvement interventions in Caribbean countries. 
Moreover, in the context of their community settings, CHWs have effectively delivered a range 
of basic public health and primary health care services that have contributed to health 
improvement. Specifically, in the Caribbean, some evidence exists for the use CHWs programs 
to deliver maternal and child health interventions targeting child nutrition, child development, 
and under-five mortality; communicable disease interventions targeting detection and treatment 
of HIV/AIDS and pneumonia; and chronic disease interventions targeting the management of 
type 2 diabetes. However, similar to the findings of other reviews of CHW programs, what is 
more difficult is to draw strong conclusions about the contributions of the CHWs in those 
interventions apart from other factors and to determine the overall impact of the CHWs on health 
improvement. 
Strengths and Limitations of the Evidence 
 One of the strengths of the studies included in the review is that they demonstrate the 
feasibility of using the CHW approach in community-based health interventions for some of the 
prominent health issues that affect the people of the Caribbean. Moreover, they help to 
understand the context of the communities in which CHW might be used to meet the critical 
need for health workers. Furthermore, the evidence demonstrates that CHWs can be used 
effectively in a number of different settings targeting a variety of health outcomes. 
 Nonetheless, the evidence also has some limitations. Because the number of studies is 
small, they target a variety of health issues and most use a non-experimental approach, it is 
difficult to draw clear conclusions about the experience of using CHWs in the Caribbean. For 
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example, the studies did not allow for a comparison of the effectiveness of CHWs delivering the 
same intervention in different settings or a comparison of interventions delivered by CHWs with 
similar services delivered by skilled professionals. Furthermore, examining the impact of 
different CHW program models on the same health outcome is not possible with the available 
evidence. For example, one cannot evaluate the impact of different forms of training, incentives, 
supervision or support of CHWs on the health outcome of interest. Overall, the quality of the 
available evidence is low to moderate, thus making it difficult to draw strong conclusions about 
the effectiveness of this approach compared to other potential approaches for health 
improvement. 
Applicability in Other Settings 
 Because all of these studies were conducted in LMIC, it is likely that interventions with 
similar design could be used effectively in other settings, especially within other communities in 
the Caribbean. However, it is important to recognize that some significant differences exist 
among the interventions that might render them less applicable in other settings. For example, 
two of the studies conducted in Jamaica described the use of government trained and employed 
CHWs, which might significantly change the cost and thus the feasibility of implementing an 
intervention of similar design in a different community without such a resource available. 
Strengths and Limitations of this Approach 
 To my knowledge, this is the first review that evaluates the evidence of CHW programs 
focusing specifically on the Caribbean region. The review uses a systematic approach to 
identifying and selecting studies for inclusion and synthesizing data across the studies. One 
limitation of this approach is the possibility of publication bias, as no attempt was made to 
examine the grey literature related to CHW programs in the Caribbean. Furthermore, because the 
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wide array of titles for CHWs makes it difficult to index literature in electronic databases and 
because time constraints limited the ability to conduct an exhaustive search, it is possible that 
some relevant studies were not identified. 
Implications for Research and Practice 
 In general, the review demonstrates the paucity of evidence available on the use of CHW 
programs in community-based health improvement interventions in the Caribbean. This 
highlights the need for more research on this type of community-based health improvement 
intervention. More specifically, studies that offer strong evidence of the effectiveness and cost-
effectiveness of this approach are necessary. In addition, research is needed to help understand 
the factors that contribute to the effectiveness of CHWs in different settings and contribute to the 
sustainability of programs. This is information is critical to understanding what works best in 
operation, how best practices can be replicated and then how they can be taken to scale for 
impact at the national level. Furthermore, future research should include clear definitions and 
precise measurements not only of the impact of interventions but also more intermediate 
measures of process. 
 Attention to the quality of study design is important; however, the complex dynamics of 
this type of community-based intervention can make CHW programs more difficult to study 
using the rigor of the most analytical methods of research. Rather, research of interventions in 
real world practice may require a mixed methods approach, which can still yield high quality 
evidence. Community-based participatory research is one approach that could provide insight 
into the complexities of the community and the health system and the factors that can make 
CHW programs successful in practice. 
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 Although evidence in support of the effectiveness and cost-effectiveness of CHW 
programs in comparison to other types of interventions is not available, the available evidence 
supports that CHW programs can be used effectively in communities of the Caribbean. 
Therefore, while no recommendation can be made for the use of CHWs in comparison to other 
approaches, the use of CHW programs to deliver health improvement interventions has great 




 Although we still have much to learn about the use of CHW programs to expand access 
to community-based health services and to improve community health outcomes, CHWs offer a 
very promising approach to meeting the global need for human resources for health. This review 
explored the evidence for the use of this approach in the Caribbean and found a number of 
studies that demonstrated the use of CHWs in community-based interventions for a range of 
health issues. In consideration of using this approach to build the capacity of the health 
workforce to meet the health needs of populations in Caribbean nations, the evidence supports 
the feasibility and effectiveness of the use of CHWs to deliver basic public health and primary 
health care services in the context of a variety of community-based settings. However, the 
evidence is of low to moderate quality and does not allow for the comparison of this approach to 
other approaches to community health improvement. Therefore, endeavors to use this approach 
should be carefully planned, implemented, monitored, and evaluated in order to ensure that 
CHWs will be utilized to their fullest potential. More research about the effectiveness of CHW 
interventions in comparison to other approaches, such as those involving skilled health workers, 
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is necessary and should be designed to provide information on the effectiveness, cost-
effectiveness, sustainability, and best practices for CHW programs. Therefore, stakeholders 
including government leaders, researchers, international partners, program planners and policy 
makers with interest in improving health in the Caribbean region should consider further 
research on using CHWs in their strategy to build capacity with a diverse health workforce 
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Search Strategy Identified 164 Sources 
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Manual Search = 6 
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42 papers and abstracts reviewed for 
potential inclusion 
122 excluded 
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Filtered by: 
Caribbean specific and 
Full-text available in 
English 
18 retrieved for full-text review 
12 Studies included in review 
6 did not 
meet the 
inclusion 
criteria 
 
